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ABSTRACT7
Considerable international governmental support is focused on the timely diagnosis of dementia and post-
Q2
diagnostic care of people with dementia. Identifying those at high risk of dementia is one approach to timely
diagnosis. General practitioners (GPs) are well-placed clinicians in the community to provide both pre- and
post-diagnostic dementia care. However, GPs have in the past consistently demonstrated low confidence
in both diagnosing dementia and providing care for these complex patients particularly for patients in the
post-diagnostic phase. It is currently unclear how future GPs view dementia care. We aimed to evaluate
the current attitudes and experiences of future GPs in dementia care and their views on targeting high risk
groups. All (n = 513) GP trainees were approached by email to participate in a cross-sectional web and
paper-based survey in the North of England. A further reminder was sent out two months after the initial
invitation. We received 153 responses (29.8% response rate, 66.7% female, average age 31 (range 25–55
years old). The main difficulties encountered included coordinating supporting services for carers and the
person with dementia and responding to co-existing behavioral and psychiatric symptoms. Further education
in dementia management was considered to be important by respondents. GP trainees were generally very
positive about their future role in caring for people with dementia, particularly in the area of earlier diagnosis
via identification of high-risk individuals. Future GPs in one area of England are very positive about their
key role in dementia care. In order to facilitate the delivery of high quality, community-based care, work is
required to establish core post-diagnostic dementia support services. Further research is needed to identify
effective systems to enable accurate assessment and to ensure earlier diagnosis in high-risk groups.
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Introduction27
Dementia remains a cause of significant disability28
and presents multiple challenges for primary care.29
Increasing prevalence associated with population30
aging has driven government responses inter-31
nationally. In England, dementia is a national32
policy priority with the Prime Minister’s Dementia33
Challenge placing General Practitioners (GPs) at34
the center of post-diagnostic care and increasing35
emphasis on prevention while searching for a cure36
(Department of Health, 2015). With low evidence37
to support population screening, modifiable risk38
factor reduction has been seen as the most effective39
way to potentially reduce and delay the onset of40
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new dementia cases (Norton et al., 2014). Risk 41
scores to predict an individual’s future susceptibility 42
to developing dementia, utilizing a combination 43
of these risk factors, could also be used to 44
guide clinical management (Tang et al., 2015). 45
Early identification and intervention of dementia 46
symptoms has the potential to improve outcomes 47
for the person with dementia (PwD) and their 48
families (Banerjee et al., 2007). GPs are well 49
positioned to notice the possible cognitive decline 50
of individuals because of the continuity of care 51
and existing inter-personal relationships. However, 52
GPs are often anxious about labeling patients as 53
“early/pre-dementia” (Cahill et al., 2006) despite 54
the fact that most patients and families would want 55
to know as it empowers the individual to participate 56
in the planning of their care (Carpenter et al., 57
2008). There is also wide variation in primary care 58
physicians’ abilities and confidence in diagnosing 59
and managing dementia (Iliffe et al., 2009). The 60
aim of this study was to explore the current views 61
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and attitudes of future GPs toward dementia care62
and management.63
Methods64
All GP trainees based in the North of England65
were approached to participate in the study (July66
to October 2014). The survey was formatted and67
delivered in both electronic and paper formats. It68
was based on a previous survey carried out on69
GPs nationally (Ahmad et al., 2010) and derived70
from an earlier trial (Turner et al., 2004) but71
amended for GP trainees by including questions72
on demographics, attitudes to dementia training,73
and risk assessment. This questionnaire was piloted74
to academic GP trainees (Tang and Robinson,75
2014). Trainees were invited to participate via76
email; a reminder email was sent out two months77
later. Other routes of publicity included face-78
to-face encouragement at teaching sessions. A79
financial prize was offered to two randomly80
selected participants. Analysis was performed using81
Microsoft Excel 2013.82
Results83
There were 153 respondents from a total of 51384
(response rate 29.8%, 66.7% female) with all areas85
and years of training represented. The average age86
of the respondent was 31 years old (range 25–5587
years). Less than a third (27.5% n = 42) reported88
that they would have some form of training in89
dementia diagnosis and management during their90
trainee years compared to 57.5% (n = 88 trainees)91
who reported that they would not receive any92
training.93
Management of dementia94
Trainees who had completed at least six months of95
primary care (69% of trainees, n = 105) were asked96
to evaluate their experience and attitudes to specific97
aspects of dementia management (Table 1).98
The main difficulties encountered by trainees99
included coordinating supporting services for100
carers (66.7%, n = 70) and PwD (61.9%, n =101
65) and responding to co-existing behavior (64.8%,102
n = 68) and psychiatric symptoms (61.9%, n =103
65). Fewer trainees found issues such as discussing104
the probable diagnosis with the PwD (44.8%, n =105
47) and their families (38.1%, n = 40) as being a106
difficult issue.107
Attitudes to dementia care108
Over 90% (n = 123) of trainees agreed that109
primary care has a key role to play in identifying110
those at high risk of dementia with a further 78%111
of trainees (n = 109) feeling that those at high 112
risk (e.g. post-stroke) should be closely monitored 113
for cognitive impairment (Table 2). Around two- 114
thirds of trainees felt that a risk prediction tool 115
may be useful. Over 90% of trainees (n = 127) 116
disagreed that GPs have a limited role in the 117
ongoing management of dementia with over 85% 118
of trainees (n = 121) feeling that much can be 119
done to improve the lives of PwD. Referral to 120
services for families’ was also felt to be important 121
with 73% (n = 101) of trainees disagreeing with 122
the statement that “there is little point in referring 123
families to services as they do not want to use 124
them.” Trainees were less decisive when it came 125
to who should be diagnosing dementia as although 126
55.1% (n = 76) of trainees agreed that specialist 127
services should diagnose dementia around one in 128
five trainees disagreed or strongly disagreed with 129
the same statement. Similarly although just under 130
half of trainees disagreed that managing dementia 131
was more frustrating than rewarding, one in five 132
trainees again felt that this statement was true. 133
Barriers to care 134
The main barriers to care (Figure 1) included 135
lack of time and familiarity with advances in 136
dementia management and community services 137
available. Despite these barriers, over two-thirds 138
of trainees felt that by the end of training they 139
would be confident in diagnosing dementia (70%) 140
and managing it in the community (68.1%) with 141
77% feeling confident providing information on 142
dementia to PwD and their carers. 143
Dementia training 144
Around 80% of trainees agreed or strongly agreed 145
with further training in dementia management 146
during their years in GP training (83.1%) and 147
also following completion of training in the form 148
of a dedicated educational program in dementia 149
(79.7%). 150
Discussion 151
This survey of future GPs in one area of England 152
has revealed a very positive approach to dementia 153
care, with 85% of respondents feeling that “much 154
can be done to improve the lives of PwD.” 155
Dementia management 156
Trainees were generally positive about dementia 157
management in the community. In the absence 158
of a cure for dementia, PwD and their families 159
rely on their GP for information to help manage 160
the condition in the community. The lack of 161
time and difficulties in coordinating care in the 162
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Table 1. Management of dementia (n = 105)
number of trainees (%)
not at all slightly somewhat very extremely don ’t
difficult difficult difficult difficult difficult difficult know
.........................................................................................................................................................................................................................................................................................................................
Reaching a probable diagnosis
yourself
1 (1.0) 36 (34.3) 30 (28.6) 23 (21.9) 13 (12.4) 2 (1.9) 0 (0)
Discussing the probable
diagnosis with the patient
1 (1.0) 23 (21.9) 32 (30.5) 26 (24.8) 17 (16.2) 4 (3.8) 2 (1.9)
Discussing the probable
diagnosis with the family
1 (1.0) 30 (28.6) 32 (30.5) 20 (19.1) 16 (15.2) 4 (3.8) 2 (1.9)
Responding to behavior or
psychological symptoms
0 (0) 11 (10.5) 32 (30.5) 32 (30.5) 21 (20.0) 8 (7.6) 1 (1.0)
Responding to co-existing
behavior 0problems
1 (1.0) 11 (10.5) 23 (21.9) 35 (33.3) 25 (23.8) 8 (7.6) 0 (0)
Responding to any psychiatric
symptoms
1 (1.0) 14 (13.3) 24 (22.9) 31 (29.5) 29 (27.6) 5 (4.8) 0 (0)
Getting information about
support services for people
with dementia
5 (4.8) 19 (18.1) 32 (30.5) 30 (28.6) 12 (11.4) 3 (2.9) 3 (2.9)
Getting information about
support services for carers
2 (1.9) 16 (15.2) 29 (27.6) 28 (26.7) 23 (21.9) 5 (4.8) 1 (1.0)
Coordinating support services
for people with dementia
2 (1.9) 12 (11.4) 19 (18.1) 33 (31.4) 27 (25.7) 5 (4.8) 4 (3.9)
Coordinating support services
for carers
2 (1.9) 8 (7.6) 19 (18.1) 32 (30.5) 31 (29.5) 7 (6.7) 4 (3.9)
Getting specialist advice by
telephone
2 (1.9) 19 (18.1) 26 (24.8) 26 (24.8) 15 (14.3) 8 (7.6) 7 (6.7)
Getting information about
anti-dementia medication
5 (4.8) 17 (16.2) 35 (33.3) 24 (22.9) 15 (14.3) 5 (4.8) 3 (2.9)
community for PwD and their families’ identified163
by GP trainees is consistent with previous studies164
(Turner et al., 2004). However, PwD and their165
families/carers do not receive either sufficient166
information or receive information in an acceptable167
format (van der Roest et al., 2009). GPs are168
key sources of information for PwD and their169
families. The persistent unfamiliarity with both the170
available services and how to refer to such services171
will become a hindrance to post-diagnostic care.172
However, when GPs are exposed to dementia-173
specific training, GPs were generally more positive174
about post-diagnostic services compared to those175
that had not gone through any formal training176
(Moore and Cahill, 2013). Behavioral disorders177
have consistently been found to be a perceived178
difficulty when managing PwD in the community.179
These areas may be well targeted by educational180
programs, which surveyed future GPs are keen for.181
Risk assessment in dementia182
There has been an international push toward183
early detection of dementia (Borson et al., 2013).184
Future GPs surveyed in this study are keen to185
identify these high-risk individuals to ensure timely186
diagnosis. It has been suggested that early detection 187
and management of dementia could be improved 188
through GP training and education (Koch and 189
Iliffe, 2010). The majority of the trainees in 190
this survey have acknowledged this. Furthermore, 191
around two-thirds of trainees felt that a risk 192
assessment tool may prove to be useful in this area. 193
GPs are familiar with risk assessment tools, such 194
as the ones that have been used in cardiovascular 195
disease (e.g. QRISK2 (Siontis et al., 2012)). Similar 196
tools could be used to help risk assess an individual 197
for dementia. Dementia is a complex disease caused 198
by a combination of genetic and environmental 199
risk factors. However, although many risk factors 200
for the occurrence and progression of dementia 201
have been identified, their utility for identifying 202
dementia risk through prediction models remains 203
unclear (Tang et al., 2015). No model has gained 204
widespread acceptance or utilization in clinical or 205
research practice. 206
Limitations of the study 207
Although to the authors’ knowledge, this is the 208
first survey of GP trainees that has looked at 209
the experience, barriers, and attitudes to dementia 210
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Table 2. Attitudes to dementia care (n = 153)
number of trainees (%)
neither
strongly agree nor strongly do not no
agree agree disagree disagree disagree know response
.........................................................................................................................................................................................................................................................................................................................
Providing a patient with a
diagnosis is usually more
helpful than harmful
20 (13.1) 75 (49.0) 22 (14.4) 18 (11.8) 3 (2.0) 1 (0.7) 14 (9.2)
Managing dementia is more
often frustrating than
rewarding
3 (2.0) 24 (15.7) 44 (28.8) 56 (36.6) 12 (7.8) 0 (0) 14 (9.2)
Much can be done to
improve the quality of life
for people with dementia
41 (26.8) 80 (52.3) 12 (7.8 5 (3.3) 0 (0) 1 (0.7) 14 (9.2)
Dementia is best diagnosed
by specialist services
rather than by the
primary care team
18 (11.8) 58 (37.9) 32 (20.9) 29 (19.0) 1 (0.7) 0 (0) 15 (9.8)
It is better to talk in
euphemistic
(non-offending) terms
when discussing the
condition with someone
with dementia
4 (2.6) 8 (5.2) 41 (26.8) 46 (30.1) 22 (14.4) 18 (11.8) 14 (9.2)
Families would rather be
told about their relative’s
dementia as early as
possible
25 (16.3) 80 (52.3) 28 (18.3) 1 (0.7) 2 (1.3) 3 (2.0) 14 (9.2)
The primary care team has
a very limited role to play
in the ongoing care of
people with dementia
0 (0) 1 (0.7) 10 (6.5) 66 (43.1) 61 (39.9 1 (0.7) 14 (9.2)
Much can be done to
improve the quality of life
of carers of people with
dementia
39 (25.5) 80 (52.3) 16 (10.5) 4 (2.6 0 (0) 0 (0) 14 (9.2)
Patients with dementia can
be a drain on resources
with little positive
outcome
1 (0.7) 17 (11.1) 29 (19.0 57 (37.3) 34 (22.2) 1 (0.7) 14 (9.2)
There is little point in
referring families to
services as they do not
want to use them
0 (0) 7 (4.6) 25 (16.3) 64 (41.8) 37 (24.2) 6 (3.9) 14 (9.2)
Primary Care has a key role
to play in identifying
patients at high risk of
dementia
49 (32.0) 74 (48.4) 7 (4.6) 5 (3.3) 0 (0) 1 (0.7) 17 (11.1)
Patients at risk of
developing dementia such
as those who have had a
stroke should be closely
monitored for cognitive
impairment.
26 (17.0) 83 (54.2) 18 (11.8) 8 (5.2) 3 (2.0) 1 (0.7) 14 (9.2)
A risk prediction tool (e.g.
QRISK2 score for
cardiovascular disease),
would be useful to help
identify those at high risk
of dementia
25 (16.3) 60 (39.2) 35 (22.0) 10 (6.5) 3 (2.0) 6 (3.9) 14 (9.2)
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Figure 1. (Colour online) Barriers to dementia care.
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care, there are several limitations. The response rate211
of 30% is low but the age, gender, and years of212
training are representative of the trainee population213
in this area. A further limitation of this study is that214
this was conducted in a single area of England. We215
have not explored whether other areas may be able216
to offer more dementia-specific training. Nor have217
we explored whether other areas have similar levels218
of perceived barriers e.g. service access or referral219
pathway familiarity. These limitations may limit the220
generalizability of these findings. However, when221
compared to previous surveys of GPs, our findings222
are comparable.223
Conclusions224
GPs play an important role in identifying those at225
the greatest risk of dementia and to manage these226
individuals and their families post-diagnosis. To227
ensure that these individuals continue to live well228
in the community, GPs need to be well supported229
themselves via access to services, specialist advice,230
and potentially through educational programs.231
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